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[Clinical Information]
Patient initials or identiﬁer number:
hs case 1 / tctapic001
Relevant clinical history and physical exam:
In July 2013, a 67-year old male was presented at the emergency department with the
triad of an abdominal continuous bruit, a pulsatile abdominal mass and severe
congestive heart failure. CT-scan revealed a ruptured infrarenal aortic aneurysm into
the inferior vena cava. This was treated with a aorto-bi-iliac stentgraft. On the ﬁnal
angiogram at the end of this procedure, there was no evidence of an important
endoleak. Nine days later, the patient left the hospital in good condition.
In November 2013, a ﬁrst follow-up CT-scan was performed and this showed an
important type II endoleak sustained by a patent inferior mesenteric artery and a
persistent aortocaval communication. The aneurysm diameter was reduced, but it was
deemed necessary to treat the aortocaval ﬁstula. Therefore, a transvenous embolization
of the aneurysmal sac was performed with glue and coils. The day after the procedure
however, a new CT-scan was performed, and this showed a persisting endoleak
through inferior mesenteric artery and the aortocaval ﬁstula. The next day, a new
successfull embolization of the inferior mesenteric artery was performed through a
translumbar puncture.
Relevant test results prior to catheterization:
Clinical examination and CT scan on admission.
CT scan on follow up
Relevant catheterization ﬁndings:
Bilateral access: 5F (right) and 11F (left) sheath in common femoral vein
5F cobra catheter through 5F sheath and positioning into the aneurysm sac through the
aortocaval ﬁstula
Contrast injection through cobra catheter shows a large communication between
aneurysm sac and inferior vena cava
Contrast injection through the right sheath shows a leak of contrast from the inferior
vena cava into the aneurysm sac
[Interventional Management]
Procedural step:
Balloon (20mm diameter-40 mm) through 11F sheath and positioning into inferior
vena cava, at the level of the ﬁstula
Insufﬂation of the balloon: temporary occlusion of inferior vena cava and aortocaval
ﬁstula
Placement of coaxial microcatheter through the cobra catheter into the aneurysm sac
Embolization with several wire coils and injection of Lipiodol  – Histoacryl 
mixture into the aneurysm sac
Escape of some embolic agent into the inferior vena cava: to retain this, placement of a
Wall stent (24mm-70mm) at the level of the aortocaval ﬁstula into IVC is performed
Postdilatation of the stent with the 20mm balloon
Contrast injection shows good patency of the inferior vena cava and entrapment of
embolic agent between the wall of the inferior vena cava and the Wall stent.
End of procedure
CT scan one day later shows persistent type II endoleak, sustained by patent AMI with
outﬂow through patent lumbar arteries and median sacral artery, and a persistent
aortocaval ﬁstula
New procedure under general anesthesia and ventral decubitus
Translumbar puncture of the endoleak cavity with 18G needle
Contrast injection shows persistent endoleak with inﬂow from the inferior mesenteric
artery and outﬂow through aortocaval ﬁstula
Advancement of microcatheter (Progreat 2,7) into the inferior mesenteric artery
Obliteration of inferior mesenteric artery by placing several microcoils
Additional injection of Lipiodol-Histoacryl mixture into the aneurysm sac until it
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[Clinical Information]
Patient initials or identiﬁer number:
R.T 01860676
Relevant clinical history and physical exam:
An 85-year-old female had previously received femoral-femoral bypass (F-F bypass)
surgery for left common internal artery occlusion, and femoral-popliteal artery bypass
(F-P bypass) surgery for left superﬁcial femoral artery (SFA) occlusion.
She admitted for left toe pain which showed cyanosis and gangrenous change. Duplex
showed F-P bypass was occluded. Therefore, we decided to perform endovascular
therapy for left superﬁcial femoral artery.s/CASE/Peripheral Vascular Intervention (Non-carotid, Non-neurovascular)
